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Case Studies
Provide your answers in the template below. 

1. Nurse A receives medication from the facility's pharmacy with a custom drug label that obscures the original label from the manufacturer. Nurse A follows the usual procedure for safe medication administration, checking all of the “medication rights” and using the facility’s medication scanning system. The patient has a mild reaction to the medication. Nurse A notifies the patient’s physician and stabilizes the patient. It is later determined that the wrong medication was administered as the medication label from the pharmacy was incorrect.

	[bookmark: _Hlk535757042]Question 1
	Answer Yes/No

	1. Did a deficit(s) in the nurse’s knowledge, judgment, skills, professional responsibility, or patient advocacy contribute to the incident?
	no

	2. Will remediation address any identified deficit(s)? 

	no

	3. Did factors beyond the nurse’s control contribute to the incident?
	yes

	4. Would the error still have occurred if there were no factors beyond the nurse’s control that contributed to the error?
	no

	5. Did the nurse have more than 1 minor incident (regardless of time frame)?  
	no

	6. Does any conduct fall into the must report category?  

	no



Next steps: Does the nurse need to be reported to the Board? Yes or No
Provide your rationale for why or why not the nurse should be reported to the Board. 
[bookmark: _Hlk535153539][bookmark: _Hlk535152044][bookmark: _Hlk535757127] 
No. The nurse does not need to be reported to the Board. This is because the factors that contributed to the incident were beyond the nurse's control. The patient developed a mild reaction to the medication because the medication given to the nurse by the facility's pharmacy was incorrectly labeled, and the nurse was not responsible for the labeling of the medications; hence it was beyond control. Furthermore, the nurse followed the usual procedure for safe medication administration and checked all the medication rights; hence, there was no deficit in the nurse's knowledge, judgment, or skills. The conduct also does not fall in the must report category, and there is no need for remediation.



2. Nurse B is assigned to pass medications to 30 patients and has a medication cart with the medications for all 30 patients. When administering medications to one patient, Nurse B fails to check the medication packaging carefully or use the scanning system, accidentally giving the wrong medication to the patient. Nurse B later notices the wrong medication was given to the patient and notifies the patient’s physician. The physician orders Nurse B to monitor the patient for adverse reactions. The patient does not have any adverse reactions.

	Question 2
	Answer Yes/No

	1. Did a deficit(s) in the nurse’s knowledge, judgment, skills, professional responsibility, or patient advocacy contribute to the incident?
	yes

	2. Will remediation address any identified deficit(s)? 

	yes

	3. Did factors beyond the nurse’s control contribute to the incident?

	no

	4. Would the error still have occurred if there were no factors beyond the nurse’s control that contributed to the error?
	yes

	5. Did the nurse have more than 1 minor incident (regardless of time frame)?  
	no

	6. Does any conduct fall into the must report category?  

	no



Next steps: Does the nurse need to be reported to the Board? Yes or No
No. Although the incident occurred as a result of the nurse's practice, and the nurse had professional responsibility, nurse B can be remediated, and hence, a remediation plan should be developed to address this deficit. The nurse could, however, be reported to the board if he/she doesn't complete the required remediation.

3. Nurse C works at a facility where patients reside for extended periods of time. Nurse C is familiar with the routine medications ordered for patients. On one of Nurse C’s shifts, the medication scanning system and the electronic medical record are not functional for a two-hour period. It is during this time that Nurse C administers one of the patient’s routine medications. When the computer system comes back online, Nurse C documents the medication administration and discovers that there was a recent medication dose change in the system from the patient's physician. Nurse C contacts the doctor and reports the dose error. There are no new orders received, and the patient is stable without any negative effects. Nurse C also completes an incident report

	Question 3
	Answer Yes/No

	1. Did a deficit(s) in the nurse’s knowledge, judgment, skills, professional responsibility, or patient advocacy contribute to the incident?
	yes

	2. Will remediation address any identified deficit(s)? 

	yes

	3. Did factors beyond the nurse’s control contribute to the incident?

	yes

	4. Would the error still have occurred if there were no factors beyond the nurse’s control that contributed to the error?
	no

	5. Did the nurse have more than 1 minor incident (regardless of time frame)?  
	no

	6. Does any conduct fall into the must report category?  
	no
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Next steps: Does the nurse need to be reported to the Board? Yes or No
No. The nurse was not aware of the change in the patient’s medication dose, and therefore this error can be rectified through remediation. In addition, the error was also caused by the factor beyond the control of the nurse (failure of the medication scanning system and the electronic medical record to function) and the incident could not have occurred if this factors did not happen. The nurse did not ignore any substantial risk or expose the life of the patient to harm, or even violate the Texas Nursing Practice Act, and therefore should not be reported to the Board. 



4. Nurse D has orders to administer an intravenous (IV) medication to a patient every eight hours. When Nurse D proceeds to hang the next dose of the medication, the medication bag will not scan using the facility’s medication scanning system. After several failed attempts to get the new medication to scan, Nurse D retrieves the medication bag that was last administered from the trash can to scan the label on that medication bag, and it scans successfully. The patient has a moderate reaction. The next shift discovers the wrong medication hanging and notifies the charge nurse. Upon investigation of the incident by Nurse D’s manager, Nurse D only admits to this conduct after initially trying to conceal it. Nurse D reluctantly admits to the supervisor that the medication would not scan, so the prior bag from the trash can was used to bypass the system and get the medication to scan.
	Question 4
	Answer Yes/No

	1. Did a deficit(s) in the nurse’s knowledge, judgment, skills, professional responsibility, or patient advocacy contribute to the incident?
	yes

	2. Will remediation address any identified deficit(s)? 

	yes

	3. Did factors beyond the nurse’s control contribute to the incident?

	yes

	4. Would the error still have occurred if there were no factors beyond the nurse’s control that contributed to the error?
	yes

	5. Did the nurse have more than 1 minor incident (regardless of time frame)?  
	no

	6. Does any conduct fall into the must report category?  
	no



Next steps: Does the nurse need to be reported to the Board? Yes or No

Yes. Although the nurse had no control over the failure of the facility’s medication scanning system, failed his or her professional responsibility towards the patient by retrieving the medication bag that had previously been used and scanning it in attempt to bypass the system, which risked the life of the patient and violating rule 217.16 as well as 217.12 on conducts that endanger client's life, health and safety. The nurse engaged in conduct that ignored substantial risks that exposed the patient into harm. The nurse should have reported the failure of the scanning system to the supervisor rather than deciding to bypass the system. 
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